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This year New Zealand’s School Dental Service (SDS) turns 
100 years-old. The Service was founded as a response 
to the poor oral health of many New Zealand children; 
however, political, social, and economic challenges would 
determine its direction over the next few decades. The 
story of New Zealand’s School Dental Service is also 
inextricably linked to the development of a new career for 
women, that of dental nursing or dental therapy. 
In recent years, changes in education and scope of practice, as well as a 
change for the school-based service to a community-based service, have seen 
oral health therapists (OHTs) join dental therapists to provide care for children 
and adolescents in Community Oral Health Services based within District Health 
Boards (DHBs). In celebrating the centenary of this unique service, it is timely to 
acknowledge the contribution that the dental and oral health professions have 
made to its establishment and ongoing development, and to improving oral health 
for New Zealanders.
'National efficiency' and social reform
When the Liberal Party came to power in 1890, they began an intensive 
programme of social reform. By 1900, a Department of Public Health had been 
established, in order to improve sanitation and drinking water, as well as promote 
vaccination and tackle tuberculosis.1 Once these issues were being managed, 
attention turned to child health.2 In New Zealand, and elsewhere in the western 
world at the time, children began to be regarded more as ‘social capital’. ‘The 
adult contribution of citizens, the society’s social capital, was related directly to 
the degree of care given in childhood.’3 Concerns about national efficiency and 
racial fitness meant that social policy became concentrated on the health and 
welfare of children. As a result, a range of new health initiatives were established 
for New Zealand children, including the St Helen hospitals (1904), Plunket (1907), 
the School Medical Service (1912), physical education in schools (1913), health 
camps (1919), and eventually, the School Dental Service in 1921.
Children’s oral health
As early as 1905, F.W. Thompson, a well-known New Zealand dentist, wrote a 
paper entitled ‘The Teeth of Our Children’ which was presented at the first New 
Zealand Dental Association (NZDA) conference.4 This paper was well-received 
among dentists, and came to the attention of Parliament where it was printed and 
circulated as a parliamentary paper.5 Thompson claimed that the teeth of 98% of 
New Zealand children did not receive the care they deserved. 
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Feature article Thompson had examined the teeth of children, aged between nine and 14, in a Christchurch primary school. Out of 106 children, only one child had a set of 
sound teeth and he was described as being a ‘native of Australia’ and ‘a recent 
arrival in the colony’. Furthermore, only four children had had fillings and could be 
said to have mouths that were in good order.4
Other dentists examining school children found similar issues.6,7 Dentists made 
the link between good oral health and good general health, with poor oral health 
considered to be the cause of many childhood illnesses. Thompson, as NZDA 
President in 1907, declared that: "It needs no argument to see how weakly and 
sickly many children become when their mouths are poisoned and vitiated by 
diseased grinders, often bringing about diseases of the alimentary tract, nervous 
reflex disorders, and a host of other diseases in the wake."8
Lobbying for a school dental service
The NZDA used the evidence they gained from their members’ dental 
examinations of school children, and arguments about children’s health and 
national efficiency, to lobby for a state-funded dental service for children. The 
Association had an ally in the Plunket Society, with its founder, Frederic Truby 
King, described as being "...fanatically convinced of the link between sound teeth 
and individual and racial vigour."9 Medical professionals and school teachers were 
also very aware of children’s health issues and wanted both medical and dental 
inspections for school children. ‘In the early years of this century (twentieth) a 
bottle of cloves was commonly found in school teachers’ desks to be used as a 
toothache remedy to attempt to give children some relief from the agonies they 
frequently suffered.’10 The NZDA eventually also won the support of the media, 
with one Wellington newspaper enthusing: "The NZDA has earned the gratitude 
of the country by the persistence with which it emphasises a grave public danger, 
and urges the adoption of the necessary measures to avert it".11
By the end of the first decade of the 20th century, dentistry for children was 
now permanently on the NZDA’s agenda. Particular dentists, such as Thompson 
and Thomas Hunter (from Dunedin and who would go on to found the New 
Zealand SDS) had a true ‘crusading zeal’ to improve children’s teeth but the 
wider Association’s call for a state service was also tied up in its move towards 
professionalism.9 By proposing that the state fund dental services for children, 
the NZDA was attempting to control that corner of the dental market; registered 
dentists would staff a school dental service, thus restricting the access of 
unqualified and unregistered dentists to care for children.12 By advocating for 
better oral heath for children, the NZDA also hoped to enhance its professional 
status in the eyes of both the Government and the public.9 However, while NZDA 
deputations met with Ministers of Parliament with proposals for various schemes, 
there was little progress made on implementing any proposal before the outbreak 
of war in 1914.9,13
The appalling state of the nation’s teeth became more obvious during the First 
World War. A high percentage of recruits were rejected for service due to issues 
with their teeth and many others required extensive treatment to become dentally-
fit.14 This state of affairs led to the formation of the highly successful Dental Corps 
in 1914, and the work NZDA members did in establishing and staffing this Service 
made the politicians more sympathetic to the idea of a state dental service;9 
however, the War impeded immediate plans for such a service. There was no 
government funding available for children’s dentistry and the NZDA’s attention 
was now firmly on treatment of the troops’ teeth.15 
In 1917, Richmond Dunn, an NZDA member, suggested that ‘dental nurses’ 
with two years’ training could staff school dental clinics, thus solving the issue 
of there not being enough dentists in New Zealand to fully staff a school scheme 
(due to the war). Furthermore, dentists would be relieved of ‘child-work’ that many 
of them found so ‘trying to the nerves’.16 In putting forward his proposal, Dunn 
traded on the desire for national efficiency, the success of New Zealand’s Plunket 
nurses, and New Zealand’s international reputation as a ‘social laboratory’. 
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Norman Cox, at the NZDA Conference in 1917, proposed that dental nurses 
spend two years training with a private practitioner and two years at the Dental 
School receiving instruction in "…prophylaxis, fillings, extractions and various 
matters pertaining to the welfare of children’s teeth". Cox’s scheme gained the 
general support of the Conference, and NZDA members moved that a committee 
be appointed to confer with the Minister of Public Health on the topic.17
A large and influential deputation, including the NZDA and allies such as Plunket, 
various MPs, and the Director of the Dental School, subsequently met with the 
acting Prime Minister and the Ministers of Finance, Education, and Public Health 
in July 1918. The main thrust of the argument for dental treatment for school 
children was once more on maintaining national efficiency. N. Mitchell, President 
of the NZDA, lamented: 
"It is to the children of the present day and of the future 
generation that we look to repair the wastage of this terrible 
war, and it behoves us to see that they are given a fair 
chance to develop clean and wholesome bodies, without 
which any nation must go to the wall".18
The deputation was well-received; Acting Prime Minister Allen expressed his 
‘deepest gratitude’ to the dental profession for their ‘splendid work’ during the 
war. "He did not know of any other profession that had done more than the dental 
profession", and he described the New Zealand Army as having one of the best 
dental services in the world. The Ministers were concerned about the physical 
defects many New Zealand children had and agreed that the work of the school 
medical officers needed to be supplemented by school dental officers.18 
After initial delays, the Government appointed four school dentists in 1919. These 
dentists would form the basis of the SDS, with the Superintendent of Schools’ 
Medical Inspection administering the Service. The NZDA then recommended that 
a Director of Dental Services, preferably a suitably qualified dentist, be appointed 
to coordinate the activities of the school dentists. Soon after the NZDA had made 
the suggestion, control of the fledging SDS was passed to the newly-established 
Dental Division of the Department of Health which was in turn responsible to a 
combined ministerial portfolio of Health and Education.9 The stage was now set 
for determining the exact nature the Service would take.
Establishing the School Dental Service
Colonel Thomas Hunter was appointed as Director of the Division of Dental 
Hygiene and was probably the most suitable person for the job. He had 
enthusiastically supported the concept of a state dental service for children for 
many years, had been NZDA President twice, and, had been a very efficient 
Director of New Zealand’s Dental Corps during the War. He was passionate about 
a service staffed by female dental nurses and was committed to making it work. 
He was, however, to come up against opposition from various individuals and 
groups, of whom the most vocal were H. Percy Pickerill, Director of the Dental 
School, and some Branches of the NZDA. Views expressed included concerns 
about the length of training, the scope of practice of the proposed dental nurse, 
supervision of dental nurses, lowering of standards, and the possible effect this 
would have on training of dental students.9
The University of Otago would not agree to a programme for dental nurses 
of any less than four years19 so Hunter made the decision to train the dental 
nurses in a two-year course in Wellington "…under the eye of the officers of the 
Health Department". Two years would be enough time to train the nurses to treat 
children’s teeth, mainly the ‘temporary’ teeth. Hunter argued that dental nurses 
would cost less to train and employ, and that it would be ‘economic waste’ to 
employ dentists for children’s work when they were trained in all branches of 
dentistry. If dentists were used to treat children’s teeth, they would most likely lose 
their ability to work in the ‘higher branches of dentistry’ because many of their 
skills would not be required for children.20 
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Feature article Hunter was influenced by stereotypical notions of women’s work in the early 20th century believing that women were "…temperamentally and psychologically more 
suited than men to deal with and treat the ailments of very young children".20 By 
labelling his new type of auxiliary a dental nurse, Hunter most likely hoped that 
this would appeal to dentists, with the doctor-nurse relationship evoking ideas of 
a similar relationship between dentists and dental nurses.21 Furthermore, marriage 
and children would prevent dental nurses from setting up their own practices 
because, in those days, women stopped working once they married. This would 
also go some way to appeasing those dentists who may have felt their profession 
threatened by this new role.9 
Figure 1. Dental nurse students with Richmond Dunn (Director of the training school), Colonel Thomas Hunter (Director 
of the Division of Dental Hygiene), and James Parr (Minister of Public Health), 1922. Early Period [of Dental School] 
[Archives Reference: ABKI 667 W4078 1/] Archives New Zealand, The Department of Internal Affairs Te Tari Taiwhenua.
In April 1921, the training of the first ‘draft’ of dental nurses commenced in 
Wellington. The dental nursing curriculum was based on the university dental 
intermediate examination.22 In their first year, as well as attending lectures, students 
began to work on natural teeth set up in dummies.23 Once starting patients 
however, they encountered a shortage of equipment and materials in the clinic. 
Hunter had managed to acquire some Dental Corps equipment and materials 
from Featherston and Trentham Military camps for the School; however, it was 
not always sufficient. One dental nurse, who started training in 1925, remembered 
operating as being "…really hard work’ with poor equipment, old instruments that 
were hard to keep sharpened, and few burs available. The children’s oral health 
was still very poor; two students would be assigned to work in the ‘extraction 
room’ each day and would do a ‘tremendous number of extractions". 
Figure 2. The extraction room, 1922. Early Period [of 
Dental School] [Archives Reference: ABKI 667 W4078 1/] 
Archives New Zealand, The Department of Internal Affairs 
Te Tari Taiwhenua.
Figure 3. Dental nurse students in clinic, 1926. Early 
Period [of Dental School] [Archives Reference: ABKI 667 
W4078 1/] Archives New Zealand, The Department of 
Internal Affairs Te Tari Taiwhenua.
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Upon graduation, the dental nurses found themselves working in various 
conditions. Not all schools had purpose-built clinics so dental nurses worked in 
school halls, staffrooms and classrooms, school porches, and community halls. 
School committees were expected to provide and maintain the clinic, while the 
dental equipment was supplied by the Department, either obtained second-hand 
as surplus from the Department of Defence medical stores or purchased new 
from abroad.22 The pioneer dental nurses, without exception, commented on how 
bad the teeth were of the children they encountered. Dunedin’s first dental nurse, 
May Falconer, commented that the teeth she treated were shockingly decayed 
and infected, often down to the ‘gum-line’.25 "I did 1700 extractions in a year. 
Sometimes the pus would run down over your fingers. You’ve no idea what the 
mouths were like". Helen Johnson, a 1927 graduate, declared that the teeth were 
appalling. "They were incredible, those poor children with abscesses and the pain 
they must have endured… the extractions that we had to make..."26 Improvements 
in oral health were measured by the extraction-to-filling ratio, and despite the 
poor condition of children’s teeth, over the SDS’s first decade, this ratio showed 
an almost five-fold decrease from 78.6 extractions per 100 fillings in 1923 to 
17.4 extractions in 1933.27 At this stage, Māori children generally had better 
teeth than their European counterparts. In 1924, it was reported that European 
children had, on average twice as many filled teeth as Māori28 but as the decades 
continued and Māori adopted more ‘westernised’ diets, their oral health began to 
deteriorate.29,30,31
The dedication and loyalty of the pioneer dental nurses to the successful 
establishment of the SDS was acknowledged at the 50th Jubilee of the Service, by 
the then Director of the Division of Dental Hygiene, Geoff Leslie:
"The period 1921 to 1931 was difficult and critical. The 
service was new and it was unorthodox. Fear and suspicion 
had to be allayed and public confidence established. That 
success was achieved is to the lasting credit of the dental 
nurses who served in the first decade."32
Figure 4. Napier dental clinic (before the 1931 earthquake). The New Zealand School Dental Service. Showing the 
Activities of the State Dental Nurses [Archives Reference: ABKI 672 W4078 1/1] Archives New Zealand, The Department 
of Internal Affairs Te Tari Taiwhenua.
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Feature article Depression, welfare, and war
During the Depression, it was strongly recommended that the SDS not be 
allowed to expand further but such was the popularity of the Service that this did 
not eventuate.33 The work of the SDS, however, was maintained with difficulty 
due to lack of funding and staff shortages. Parents were now charged a levy for 
their children’s care but no child was turned away if their parents could not pay.34 
Fewer students were accepted for training but, to combat staff shortages, the 
Division started to employ married dental nurses, an unusual move for the times.22 
By 1935, the worst of the Depression was over and two weeks after being 
elected, the incoming Labour Government announced plans to rapidly expand 
the SDS and provide dental care for all primary school children within five years. 
Numbers of dental nurses in training were increased and plans were announced 
for a new training school.9 The extra funding to expand the SDS was reflective 
of the Government’s increased spending on health and its endeavours to 
increase health service coverage after the Social Security Act of 1938. In 1940, 
the new training school, the Dominion School for Dental Nurses in Willis Street 
in Wellington officially opened. In his ‘A History of Dentistry in New Zealand’, 
Brooking described the new school as ‘remarkable’ and noted that:
"In many ways its imposing structure made it appear like a 
temple of the welfare state. Solid, large and built to allow the 
most efficient use of space, it symbolised in architectural 
form the ideal of a benevolent, centralised State social 
service."9
The Second World War slowed expansion of the Service to some extent, 
particularly in terms of building new clinics and recruiting dental nurses. Materials 
and equipment were in short supply; one dental nurse recollected that they had 
to "…sharpen instruments into oblivion before they’d replace them" and dental 
nurses were instructed to use items sparingly.36 Utmost care was to be given to 
dental nurse uniforms because some items were difficult to obtain.37 Despite the 
difficulties encountered, SDS statistics from that period show that the number of 
children brought under its care more than doubled.38 This was undoubtedly aided 
by the fact that the Government had decided in 1941 to solely fund clinics, and 
parents were no longer charged for their children’s treatment as they were during 
the Depression.39 
Standard V and Standard VI children were also being brought under SDS care 
for the first time. However, dental nurses could only treat the older children if they 
had provided treatment to all pre-schoolers presenting for care.40 This policy was 
formulated partly to appease the NZDA who had argued previously that Standard 
V and VI children should be treated by dentists, and who were concerned about 
what they saw as the lack of attention to dental health education and preschool 
oral health. The NZDA Executive subsequently met with SDS personnel for a 
‘frank exchange of opinion’. Afterwards, the Executive acknowledged that they 
had not been fully aware of the full scope of care the dental nurses offered and 
that the SDS was, in fact, doing all it could to improve children’s oral health.41
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Figure 5. The Dominion School for Dental Nurses, early 1950s. Wellington School for Dental Nurses and Students 
[Archives Reference: ABKI 667 W4078 3/3f] Archives New Zealand, The Department of Internal Affairs Te Tari Taiwhenua.
Dental nurses were considered the best recruiting officers for the Service and 
were encouraged to keep in close contact with primary-school-aged girls in 
Standards V and VI to inspire them to think about dental nursing as a career:
"Through her efficiency, manner and orderly bearing the 
School Dental Nurse will attract girls of similar qualities at an 
early age. It is often at a very early age that career decisions 
are made, and impressions of a well-conducted and happy 
clinic will imprint themselves firmly on the young mind."44
Despite its issues, growth of the Service continued and by the mid-1960s, 
approximately 270 students were being admitted to the training schools annually. 
By 1970, there were 1,341 dental nurses in the field and 405 dental nurses in 
training.45 The SDS also had a number of dentists working in the Service, up to 
32 in number, often working in intermediate schools. Most of these dentists had 
had government bursaries to train and were bonded to work in the SDS for two 
to three years.46 By 1969, Leslie, Director of the Division of Dental Health (formerly 
Dental Hygiene) was able to report that the number of older children from primary 
schools being treated by dentists was ‘rapidly diminishing’.45
Surviving the 'baby boom'
During the 1950s and 1960s, the SDS found it very difficult to provide dental 
care for all children due to the post-war ‘baby boom’. As well as an increase in 
the number of children to treat, the country was experiencing a post-war labour 
shortage.42 As a result, many of the older school children were transferred to 
dentists to treat; at the height of the baby boom very few children above the 
class of Standard III were being cared for by the SDS.43 In order to increase the 
number of dental nurses, two further training schools opened in Auckland and 
Christchurch during the 1950s22 but the birth rate during the Depression had 
decreased; therefore, the school-leaving cohort was small. Teaching, nursing, and 




Figure 6. Recruitment activities. Dental nurses on a SDS float. Dental Health Education [Archives Reference: ABKI 667 
W4078 3/3g] Archives New Zealand, The Department of Internal Affairs Te Tari Taiwhenua.
The extraction-to-filling ratio had further reduced and was now at 2.8:100.47 With 
there being fewer permanent teeth to extract, dental nurses were no longer trained 
to do permanent extractions. Preschool oral health had improved due to earlier 
contact with preschoolers and their parents, and dental nurses were heavily-
involved in classroom dental health education.47 Most significantly, perhaps, the 
introduction of water fluoridation and fluoride toothpaste had played a role in 
improved oral health statistics. 
The SDS would also extend itself even further during these decades with its 
involvement in overseas aid, mainly through the Colombo Plan.48 New Zealand’s 
SDS, initially seen by many as an experiment in dental care, had made a significant 
impact both nationally and internationally. At the time of its 50th Anniversary in 
1971, the Service was lauded by many for its success. 
Challenges and controversies
The 1970s, however, would be a period of dramatic reassessment for the SDS. 
The Service would encounter questions about the care it offered, issues with 
funding, and criticism from the workforce itself. Most notably, the findings of 
the WHO International Study of Dental Manpower Systems and the subsequent 
national Survey of Adult Oral Health (SAOH) undertaken during the 1970s came as 
a tremendous shock to the New Zealand dental profession and the Government. 
The surveys revealed that although fewer teeth were being lost during childhood 
and adolescence, New Zealanders had heavily-restored teeth and many still lost 
all their teeth as adults, this in spite of the positive effects of many years of water 
fluoridation.49,50 
The Editor of the New Zealand Dental Journal claimed that before the survey, 
"New Zealand dentistry tended to be rather smug" and that they had boasted to 
the rest of the world that they had "…the greatest SDS the world had ever seen". 
"The alarmingly high level of edentulousness in New Zealand shook [them] all out 
of [their] smugness."51 New Zealand had a world-class school dental service but its 
efforts appeared to be aimed more at treating rather than preventing dental caries. 
Although there had been some indications that the Service was not keeping up 
with the caries rate during the ‘baby boom’, Dental Division directors appeared 
to have concentrated their efforts on providing ‘full coverage’ dental care to all 
primary school children (eventually achieved in 1976).52
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As a result of the surveys, and the subsequent Dental Health Workshop held 
to address the issues, the SDS made changes to many of its procedures and 
protocols. The most major of these was a change in the diagnosis of dental caries. 
This, combined with preventive methods such as the ‘preventive appointment’, 
the application of topical fluoride, and continued water fluoridation reduced the 
average number of fillings per child considerably over the next few years, with the 
SDS meeting the targets and goals for caries reduction set by both the Workshop 
and the WHO.53,54,55
The SDS also encountered funding issues in the 1970s when economic growth 
slowed dramatically and restraints on Government expenditure, including health, 
were imposed. For the SDS, this meant difficulties in keeping up-to-date with 
modern procedures, in particular, the introduction of radiography, and less 
funding available for new dental materials, and modern equipment such as high-
speed drills and curing lights.56 There was also unwillingness by dentists in charge 
of the Service to teach dental nurses new procedures, such as block anaesthesia. 
While dental nurses in South Australia had been able to give inferior dental blocks 
for some time, reluctance to introduce the technique in New Zealand appeared to 
come from the top, with Leslie, stating:
"I am still of the same mind that any advantage that might 
accrue from the introduction of regional anaesthesia into 
the scope of work of the New Zealand School Dental Nurse 
would be outweighed by the risks inherent in entrusting 
the technique to 1400 operators, none of who have had a 
sufficient basic education to support our unqualified defence 
in law should an accident ever occur."57
Dental nurses would also face a health scare during this decade when they, and 
their clinic environments, tested high for levels of mercury.58,59
Having become increasingly dissatisfied with working conditions and their lack 
of career progression, and perhaps with an increased awareness of women’s 
rights during this decade, the dental nurses went to their Trade Union, the Public 
Service Association (PSA), and then discovered that they had lost their pay parity 
with public health nurses.60 Negotiations ceased on their subsequent pay claim 
so one morning in March 1974, approximately 600 dental nurses gathered at the 
Wellington Town Hall and then marched, in full uniform, to Parliament. Once there, 
a deputation of nurses met the Prime Minister, Norman Kirk, and Minister of State 
Services, Bob Tizard, with whom they argued their case. As a result, in May that 
year, the Wages Tribunal approved salary increases for dental nurses.61
Figure 7. Dental nurses’ March on Parliament, 29th March 1974. Photo courtesy of the PSA.
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Dental legislation restricted the role of New Zealand dental nurses by only 
permitting them to be employed within the Division of Dental Health. However, 
there were those who believed that, dental nurses "…should be given control of 
their own destiny to work alongside dentists as part of the dental health team", 
particularly as international health agencies, such as the WHO, were advocating 
the use of dental teams.62 New Zealand Dental Journal articles reflect that there 
had been, in fact, much discussion about the concept of the ‘dental team’ in New 
Zealand, especially as dentists’ workloads appeared to be on the increase. Adding 
an auxiliary, either operating or preventive, would allow dentists to concentrate on 
more complex treatment, while the auxiliary would carry out routine dental care. 
Introducing a dental hygienist to the team could add a preventive focus, as well 
as aid in treating periodontal disease.62,63,64,65,66,67,68,69,70,71 
While many dentists were interested in employing dental hygienists, there was 
no clear consensus on whether a New Zealand auxiliary would also have an 
operative scope of practice, whether dental nurses should be permitted to retrain 
as dental hygienists, or what form the training should take. A dentist on the Dental 
School staff, in the early 1970s, suggested that dental hygienists should be female 
because men "…would require a career structure with increasing responsibilities 
and increasing income" and because women were "…more suited to the nature 
of the work".71 The NZDA’s ‘Dental Services Committee’ had a similar view. The 
New Zealand Army wanted to train male hygienists and the fear was that once 
leaving the Army, they would set up in private practice in opposition to dentists.72 
The Dental Act (1963) prevented auxiliaries from being employed in private 
practice but, in reality, perhaps the New Zealand dental workforce was not ready 
for ‘team’ work. Both dentists and dental nurses were still very protective of their 
respective patient groups. Dentists felt threatened by the dental nurses’ desire to 
extend treatment to adolescents,73 while dental nurses were concerned that some 
dentists were in favour of family-based practices, where they themselves could 
treat children and their parents together.9 Eventually, the Army started training 
dental hygienists in 1974 to provide oral health care for its own personnel, and 
dental hygienists could also be employed in hospitals. However, it would some time 
before a course would be developed to train dental hygienists for private practice. 
After a 1982 Workshop on Periodontal Health recommended that dental 
hygienists be introduced in New Zealand, Angela Pack, a periodontist took up 
the cause. Pack surveyed dental practitioners on their desire to employ dental 
hygienists. With more than half of those surveyed responding favourably, she 
concluded that: "it seems that the time is long overdue for the NZDA, the Dental 
Council of New Zealand (DCNZ), and the politicians to make provision for an 
appropriate training scheme for hygienists in New Zealand in addition to the 
necessary legal registration".74
No such scheme had been developed by the time the 1988 Dental Act was 
implemented but this Act allowed dental hygienists to "…undertake routine 
procedures under dentists’ direction and supervision". A formal qualification was not 
required to practise but the dentist was held accountable for the hygienist’s work. In 
effect, this meant that dental nurses could be employed in private practice as dental 
hygienists.75 However, a further survey of dental practitioners found reservations 
about whether these ‘dental hygienists’ had the appropriate training to undertake 
hygiene treatment and whether the public was aware that these workers did not 
have dental hygiene qualifications. A paper published from the findings expressed 
strong views on the role of the NZDA and DCNZ in addressing the need for formal 
training for dental hygienists; plans should have been made to coincide with the 
1988 Dental Act.75 Eventually, in 1992, as the result of curriculum planning by a 
NZDA sub-committee chaired by Pack, Otago Polytechnic received accreditation 
to deliver dental hygiene education with the first course starting in 1994.76
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Dental nurse training also evolved in the 1990s with dental therapists (as they 
were now known) being trained at Wellington Polytechnic. Training of both groups 
then moved to the University of Otago (dental therapy in 1999 and dental hygiene 
in 2001) where, initially, two-year diplomas were offered and then, from 2002, three-
year degrees. Similarly, the Auckland University of Technology (AUT) introduced a 
three-year dental therapy degree in 2002.
The end of an era
The end of the ‘baby boom’, improved child oral health due to the efforts of 
the dental nurses and the positive effects of fluoridation, as well as further cuts 
in funding led to the eventual closing of the Auckland and Christchurch dental 
nurses’ training schools in the early 1980s, reducing the number of both students 
and dental nurses in the field.78 Oral health continued to improve with the 1988 
WHO oral health survey finding a much-improved level of oral health in New 
Zealand since the previous surveys. However, another problem became more 
obvious during this decade, that of inequalities in oral health between groups of 
New Zealanders. Māori and Pacific Islanders, and those of lower socioeconomic 
status, were more likely to have poor oral health.79 
The advent of Area Health Boards in the late 1980s would see the end of a 
centralised SDS, with each Board now responsible for determining the direction 
of its individual regional school dental service. Even more changes would occur 
during the early 1990s when New Zealand endured rapid changes in social and 
economic policy and a series of structural reforms.80 While the Government’s aim 
was to reduce the role of the state in health care, and increase efficiency, choice, 
and responsiveness for consumers,81 these reforms had a negative impact on 
school dental services, including redundancies for dental therapists. Children’s 
oral health worsened during the 1990s; while mean caries severity continued 
to decline in the early 1990s, mft/MFT scores for both 5-year-olds and 12- to 
13-year-olds increased (and later plateaued) by the late 1990s. Furthermore, 
substantial ethnic and socio-economic inequalities in oral health persisted, and 
ethnic inequalities in oral health worsened for some groups of children.82,83
Figure 8. The first dental hygiene graduates from the Otago Polytechnic, 1995 (with their lecturers Paul Edwards (far left) 
and Gail Lightfoot (far right, front row)). Photo courtesy of Rochelle Jones.
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Good Oral Health for All, for Life
Reviews of the SDS in the early 2000s noted that the Service had deteriorated. 
As well as worsening oral health statistics for children, facilities and equipment 
were run down, and the dental therapist workforce was ageing and experiencing 
shortages.84 In 2006, the Labour Government produced a new strategic vision 
with the aim to improve oral health for all New Zealanders (‘Good Oral Health for 
All, for Life’).85 For the SDS, this would mean major changes with the Government 
investing millions into building and outfitting new clinics and mobile clinics, building 
up the workforce (including dental assistants), and implementing effective patient 
record and data collection information systems in order to provide an effective 
Community Oral Health Service (COHS). 
Evaluations of this oral health policy have found that the dental therapists and 
OHTs surveyed value their better working conditions and appreciate having more 
contact with parents of patients to provide oral health advice. There were, however, 
mixed views on whether the new model had improved access to care for some 
groups, given that parents now had to bring their children to appointments.86,87 
And despite the 2009 Oral Health Survey and COHS data in recent years showing 
some improvement in oral health statistics, oral health inequalities are still very 
much evident.88,89 The Māori Oral Health Provider Quality Improvement Group 
(QIG) consulted for the 2014 evaluation of this new model of care questioned 
whether there has been any real change in the reorientation of the SDS to the 
COHS, commenting that the new model was a "…huge missed opportunity to 
do something really different, such as implementing a whānau ora model where 
the whole whānau could be seen and treated together", and that the DHBs had 
assumed that improving facilities and addressing the ageing dental therapy 
workforce would also address inequalities in oral health.86
Policies for achieving equity for good health need to recognise that different 
people who have different levels of advantage need different approaches and 
resources to achieve the same health outcome. Māori experience unacceptable 
inequities in oral health, and this has a huge impact on the health and well-being of 
whānau across the lifespan. ‘Good Oral Health for All, for Life’ provided the strategy 
for delivering an equitable oral health service with the reorientation of the SDS 
being the major action to realise equitable oral health outcomes.90 Unfortunately, 
15 years on, this has not been achieved. To facilitate an equitable Māori oral health 
action plan, the Māori Oral Health QIG, in partnership with Te Ao Mārama, the New 
Zealand Māori Dental Association, held a sector ‘Think Tank’ in 2018 with key oral 
health experts and stakeholders from around Aotearoa/New Zealand. This led to 
the development of the Māori Oral Health Equity Matrix and, subsequently, the 
National Māori Oral Health Equity Action Plan 2020-2023.90 This action plan lays 
the foundation to achieving a long-term, sustainable change within the whole oral 
health sector, in order to achieve equitable health outcomes for Māori. 
The Government recently announced 
a major reform of the health sector. Our 
twenty DHBs will be replaced by one 
national authority (Health NZ) and a 
new Māori Health Authority will be set 
up and have the power to commission 
health services, monitor the state of 
Māori health and develop new policy. 
Given this most recent development, it 
is timely to consider alternative ways of 
providing oral health care. The National 
Māori Oral Health Equity Action Plan 
2020-2023 provides a starting point 
for the development of an oral health 
service that "…leaves no-one behind".90 The New Zealand SDS has proved itself 
adaptable to change over the years as it responded to major political, social, and 
economic influences. It is now time to adapt once again to see how all oral health 
services can best meet the needs of the population, in order to reduce oral health 
inequities and, this time, truly achieve good oral health for all, for life.
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Figure 9. Clinic with a view. Oral health therapist,  
Brittany Dalziel, outside the COHS clinic in Wanaka. 
Photo courtesy of Brittany Dalziel.
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The 21st century has seen further change for the oral 
health professions, with dental therapy and dental hygiene 
becoming registered professions under the Health 
Practitioners’ Competence Assurance (HPCA) Act 2003. Oral 
health professional education has also progressed; Oral 
Health degrees have been introduced at Otago University 
and AUT, producing graduates who now register as oral 
health therapists in the oral health therapy scope of practice. 
In looking to the future, it is important that dental and oral 
health practitioners understand one another’s scopes of 
practice, in order to work together effectively. Education too 
must change and evolve to produce practitioners that will be 
able to address the oral health needs of the population and 
work towards reducing oral health inequities.
Scopes of Practice
The HPCA Act was enacted in 2003 with dental therapy and dental hygiene 
recognised as professions to be regulated by the DCNZ. For dental therapists, 
while they won the right to practise independently and also work in private 
practice, an age limit of 18 years was imposed on their scope of practice unless 
they held an additional scope (scope of practice for adult care in dental therapy 
practice) enabling them to treat adults. Dental therapists who were already 
treating adults at the time were able to register in this additional ‘adult scope’, 
provided they had a prescribed dental therapy qualification and "…approved 
experience in the provision of oral healthcare to adults".91 Dental therapists and 
dental hygienists were now required to have written professional agreements with 
dentists but there were also different practising conditions for each scope; dental 
therapists practised independently while dental hygienists worked under the 
clinical guidance of a dentist and required direct supervision for some procedures, 
including administration of local anaesthesia.92,93 
In 2006, AUT introduced a three-year combined dental therapy and dental hygiene 
degree, the Bachelor of Health Science (Oral Health), and this was followed by 
Otago’s Bachelor of Oral Health degree in 2007. Oral Health graduates registered 
for some years in both the dental therapy and dental hygiene scopes. Because the 
different scopes of practice had different practising conditions, this complicated 
practice for these practitioners, for example, if giving local anaesthetic to a child 
or adolescent, they could do so independently but giving local anaesthetic to an 
adult needed to be done under the direct supervision of a dentist.94 
Feature article
by Dr Susan Moffat, 
Samuel Carrington 
and Prof. Mike Morgan 
Faculty of Dentistry, 
University of Otago
Part 2: the 'Oral Health' 




Although the DCNZ consulted in 2008 over whether to introduce a separate ‘oral 
health therapy’ scope of practice, most submissions were not in favour and the 
DCNZ resolved to reconsider the proposal when Aotearoa/New Zealand would 
have more experience of Oral Health graduates in practice. 
In 2014, the DCNZ set up an oral health therapy working group. A scope 
developed for consultation proposed that ‘Oral Health’ graduates would be able 
to treat adults on prescription of a dentist. A DCNZ sub-committee set up to 
consider the submissions confirmed the need for an oral health therapy scope of 
practice and the title ‘oral health therapist’ was subsequently approved. However, 
the DCNZ decided that, "…based on the balance of information provided by the 
[University] Oral Health programmes, it is proposed that restorative activities on 
patients 18 years and over under prescription of a dentist, be removed from the 
proposed oral health therapy scope of practice".95 This revised scope then went 
out for consultation again, with the outcome being that, as of November 2017, 
Oral Health graduates can register in the oral health therapy scope of practice 
but cannot carry out restorative treatment for patients over the age of 18 years 
(unless they complete an additional course). OHTs currently have a consultative 
working relationship with a dentist/s but a written professional agreement is not 
mandatory.96
Prior to November 2017, Oral Health graduates could gain the scope of practice 
for adult care in dental therapy practice (provided they undertook an extra course) 
because they had a prescribed qualification for this scope and were registered 
in the dental therapy scope of practice. Once the oral health therapy scope 
was established, there was no longer a pathway for OHTs to potentially provide 
restorative care for adults. As a result, in early 2019, the DCNZ undertook further 
consultation proposing to remove the 18-year age limit for restorative activities 
from the OHT scope of practice, in order to align this scope with the dental 
therapy scopes of practice.97 An overwhelming number of submissions were 
received (737), with over half supporting the proposal.98 OHTs are now able to 
provide restorative care for adults provided they undertake a restorative care for 
adults’ course.99 
A further DCNZ consultation took place in October 2020 whereby it was proposed 
that the requirement for written professional agreements for dental hygienists 
and dental therapists be removed, but that dental therapists, dental hygienists, 
and OHTs should continue to have a professional consultative relationship with 
a dentist written into their scopes of practice. This consultation also proposed 
changes to the practising conditions for dental hygienists, for example, removing 
the requirement for dental hygienists to administer local anaesthetic under direct 
supervision.100 Subsequent submissions led to a change of position on the 
Council’s part, and a further consultation proposed independent practice for all 
oral health practitioners, with the DCNZ’s Standards Framework describing and 
supporting the relationship between practitioners.101 
The oral health therapy workforce
OHTs have a wide range of skills and are able to work in all dental sectors 
including the public sector (COHS and hospitals), private practice (utilising their 
full scope or part of it), iwi-based clinics (such as Māori health providers), and 
dental specialist practices (for example, periodontal and orthodontic specialist 
practices). OHTs practise oral health therapy; unfortunately, there seems to be 
a misconception in the wider dental community that OHTs working in private 
practice (i.e. primarily doing dental hygiene work) are dental hygienists. Similarly, 
if OHTs are working primarily in the public sector in the COHS, they are often 
referred to as dental therapists. According to the HPCA Act 2003, Section 172, 
practitioners (and their practices) are liable to be fined up to $10,000 for making 
a false declaration or representation that is false or misleading.102 Oral health 
therapy is a registered profession under the HPCA Act. OHTs must legally call 
themselves oral health therapists, as must the practices they work for.
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With OHTs, and also dental therapists, being able to work in both the private 
and public sectors, this has affected the workforce available to the COHS. While 
graduates often choose to work for the COHS upon graduation, they can earn 
more (and are more likely, perhaps, to be able to use all their clinical skills) in 
private practice. With many dental and oral health therapist shortages in the COHS 
throughout the country now, more research on how to retain these practitioners 
in public practice would be beneficial. While DHBs may be unable to match the 
remuneration offered to OHTs in private practice, anecdotal evidence suggests 
that flexibility in allowing part-time work, enabling OHTs to use all their clinical 
skills, some continuity of patient care, and more autonomy and participation in 
decision-making in the workplace may be important factors.
Educating a responsive workforce
After such a proud 100-year history, the obvious question is ‘so where to next’? 
While governments set policy direction and fund accordingly, they are guided by 
the community’s comfort and acceptance of health services coupled with, in our 
world, changing patterns of oral disease. New Zealand has accepted the varying 
eras of the SDS and the variations of the care provider within it, the school dental 
nurse/dental therapist/oral health therapist. The SDS suited the politico-health 
environment and provided a benefit that other countries envied and copied. 
There is government and community appetite for evolution where there is benefit 
to be gained. The role of educators and education is to at least keep up with the 
evolution, if not drive it. Way back in the 1970s, the futurist Alvin Toffler wrote that 
"the illiterate of the 21st Century will not be those who cannot read and write, but 
those who cannot learn, unlearn, and relearn". All universities have a responsibility 
to anticipate what future citizens will need and to provide accordingly. Research 
is based around this tenet and so too is education. The University of Otago takes 
this responsibility very seriously by ensuring that its graduates are not only fit for 
current purpose but more importantly, will be fit for future purposes. Thus, since 
2007, the University has embraced the education of OHTs because there was a 
demand for a health care provider to suit the community now and into the future. 
With the DCNZ ensuring that there is a pathway for dental therapists and OHTs to 
provide restorative dental care for adults, the University is now looking to educate 
its graduates to align with the needs of the community, and the requirements 
of government, for the times ahead. We may need to unlearn and re-learn to 
accommodate these developments. 
There will soon be programmes on offer providing dental and oral health therapists 
with the skills to provide restorative treatment for those aged over 18-years. 
Eventually these skills will also be included in the Bachelor of Oral Health degree. 
This is a prudent direction to serve future community needs and remains consistent 
with the motto of the University of Otago – Sapere Aude – have courage to be wise. 
The NZ Oral Health Survey 2009 found that those of lower income, those aged 
18-24 years, and Māori and Pacific Islanders were least likely to access dental 
care, with cost of care being a major factor.88 Adequate oral health care for older 
New Zealanders, particularly those in residential care, is also becoming a major 
issue.103 The dental and oral health professions, and the professional associations, 
need to work together to lobby government for funding to provide care for these 
groups. Oral health therapists, with their wider range of skills and their focus on 
prevention, may be well-suited to provide care for some of these groups. After all, 
dental therapists, such as Alaska’s dental health aide therapists, the first of whom 
trained at Otago, have been employed elsewhere to successfully improve access 
to care for low-income adults and indigenous people.104 
Ensuring the oral health workforce in Aotearoa/New Zealand is representative of 
the population is needed to ensure equitable oral health outcomes, particularly for 
Māori. The most recent DCNZ Workforce Analysis published found that, during 
the 2018-2019 period, only 5.2% of the total dental workforce was Māori, with 
the professions having the highest representation in their groups being dental 
therapists (12.6%) and OHTs (10.5%), while only 3.6% of dentists and 2.5% of 
dental hygienists and dental technicians were Māori.100 
t
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Feature article Policies implemented by Universities around Aotearoa/New Zealand have been designed to ensure that they promote and facilitate academic equity for Māori 
students and for students of other under-represented groups, with one such 
example being the University of Otago Division of Health Sciences’ ‘Mirror on 
Society’ policy which encourages and supports Māori and Pasifika students, 
and students from rural, low socioeconomic, and refugee backgrounds, into the 
health professional courses.105
The Faculty of Dentistry is also very aware of its responsibilities in terms of 
providing a workforce that is culturally-competent. Research has shown that 
although education of health professionals/students is an important part of an 
overall framework for cultural competence, it is usually not enough to change 
a health professional/student’s behaviour and improve outcomes for patients. 
While universities can provide students with knowledge and embed ‘cultural 
competence’ within the curriculum, the values, attitudes, beliefs and behaviours 
portrayed within the institutions, i.e. the informal and ‘hidden’ curricula, define what 
is important and what is not; these often replicate the existing culture of medicine 
or dentistry, or that of the dominant culture, and students subconsciously absorb 
these values. Changes are needed at the level of the organisation, including 
embedding cultural competency in its policy, protocols, and values, in order to 
produce graduates dedicated to reducing health inequities.106,107 The University’s 
commitment to Māori development is articulated in the Māori Strategic Framework 
2022,108 which must serve as an ‘anchor’ for staff and students alike. Furthermore, 
the Faculty is working with the University’s Māori Health Workforce Development 
Unit, Kōhatu – Centre for Hauroa Māori, and the DCNZ, to ensure that the education 
of oral health care providers is undertaken in full recognition of the requirements 
and spirit of Te Tiriti o Waitangi and The Treaty of Waitangi, including the provision 
of support for tangata whenua/iwi to undertake University study. Employing and 
supporting Māori academics and clinical staff as role models, and ensuring that 
the Faculty’s staff are all culturally-competent is also of utmost importance.
In conclusion, the provision of education for the future needs of the community 
carries an enormous responsibility. Acknowledging our history, both the strengths 
and weaknesses, must inform our future directions. Linking education with 
research, which delivers the essential evidence base, means that future services 
and their delivery will not just mimic the past. By necessity, they must respond 
to an evolving world. At the Faculty of Dentistry, we take our responsibilities very 
seriously. We require the support of the community and the professions to ensure 
that all our graduates will continue to serve society well into the future.
Figure 10. Celebrating the end of a long year. Otago BOH students and staff at their pre-graduation ‘Colgate Dinner’, 
November 2020. Photo credit: Gravity Events.
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